Introduction
A growing number of patients with end-stage coronary artery disease present with significant angina, but the ischaemic region is not accessible to standard interventional or surgical procedures, most commonly because of diffuse disease and/or occluded bypass grafts affecting flow at the level of the microcirculation. In these patients, symptomatic medical treatment with classical antianginal medications such as beta-blockers, calcium channel blockers and nitrates is advised, but may not be sufficient to control symptoms. Newer approaches, including novel pharmacological agents such as ranolazine, ivabradine or nicorandil, as well as nonpharmacological approaches, are currently being tested, but so far none have proved to be of significant benefit for the patients at risk in larger phase II trials.
Most recently, a surgical procedure from the 1950s was "reinvented" as a percutaneous option for refractory angina: restriction of the venous drainage of the heart by reducing the diameter of the coronary sinus, as initially described by Claude Schaeffer Beck in his semi- 
Description of the case Patient history
We report a 70-year-old male patient who presented with exercise-induced angina and dyspnoea for the past 2-3 years (CCS III, New York Heart Association [NYHA] II). He was otherwise free of complaints, specifically orthopnoea, nycturia or significant ankle swelling under his current medical regimen, which included bisoprolol 2.5 mg daily, ramipril 2.5 mg daily and nicorandil 10 mg twice daily. He is well-known at our clinic, with a long history of cardiovascular events. Owing to the lack of antegrade or retrograde access, chronic total occlusion (CTO) revascularisation was not an option. At this point, with medical and traditional interventional methods being exhausted, an interdisciplinary meeting involving the treating cardiologists and cardiac surgeons took place, after which it was decided that the best course of therapy would involve the implantation of a Reducer™ device.
Stepwise description of the implantation of the device
We applied the device via the right internal jugular vein.
A 9F sheath was introduced into the vein, and then a 5F multipurpose catheter was carefully placed deep in the main vessel of the coronary sinus ( fig 
Postinterventional course
The in-hospital course after the implantation of the device was completely uneventful. The patient remained asymptomatic at rest, with no significant laboratory or ECG changes on the day after the implantation. He was 
Discussion
In principle, the two main treatment options for ischaemia in coronary artery disease, percutaneous coronary intervention and CABG, both aim at increasing the coronary blood flow to the ischaemic myocardium by reopening or bypassing narrowed or occluded epicardial coronary arteries, respectively. This approach of increasing the inflow to the myocardium has been accepted as the gold standard of treatment in patients with coronary artery disease, particularly those with acute myocardial ischaemia. However, in the past a paradigmatically different approach has also been utilised to reduce ischaemia in territories supplied by narrowed or occluded coronary arteries, i.e., shifting blood from nonischaemic to ischaemic territories by reducing the outflow from the myocardium and thereby increasing coronary sinus pressure. Recently, safety and efficacy of a new percutaneous device embodying this initially surgical approach was reported.
Here, we report the first implantation of this novel device at our institution. 
The subendocardial microvasculature and its contribution overall
The association between atherosclerosis of the large epicardial coronary arteries and myocardial ischaemia is well documented, and the severity of coronary artery disease is a determinant of survival. However, the epicardial arteries constitute only a subportion of the coronary arterial system, which also encompasses smaller vessels including prearterioles and intramural arterioles -the so called microvascular system or mi- 
Conclusion
Patients with refractory angina constitute a significant part of all patients with coronary artery disease and suffer from reduced exercise tolerance and quality of life. With the number of these patients expected to grow further in the decades to come, new treatment strategies have to be developed to improve medical therapy in such patients with "no options". Implantation of the Reducer™, despite being an interventional procedure, is easy to perform and safe. Obviously, long-term follow up data have to be awaited from currently ongoing trials. But it can be assumed that this approach will have a role in the future treatment of -patients with refractory angina due to microvascular malfunction.
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